Introduction
"<Mechanical Restraints': To use or not to use". This question is the title of an article published on the subject of restraints (10) ; it is also a question which has been asked by generations of psychiatrists. The answer has ranged from emphatic support of their use to vehement denunciation. In some primitive societies insane people who became violent were tied, chained or confined to caves where they were left to perish, while in others, the insane were cherished and revered (19) .
Those who first denounced the use of restraints were also the first to adopt the approach to treatment which came to be called "moral therapy". Today most of us uphold these same noble principles yet unlike our predecessors our actions often seem paradoxical-wards are still being locked and restraints continue to be used (14, 38) .
In 1973 Pinel freed the insane from their fetters (18) and sparked a wave of controversy which has persisted to this day. Tuke, in England, Lungermun in Germany and many others championed the principle of non-restraint and in 1856 John Connolly published "The Treatment of the Insane Without Mechanical Restraints", in which he outlined his approach to the management of violent and disturbed patients (8, 12) .
These views, however, were held more as pious opinion than invariable rule in England and Europe and were met with vigorous opposition in the United States where it was believed that freedom-loving Americans would sooner submit to restraint than to such methods as the imposition of authority by an individual (2,11 ,25,34) .
The same arguments continue. In Queen Street Mental Health Centre, an urban psychiatric hospital in Toronto, restraints had been in use for over a century before the practice was challenged in 1972. After more than a year of discussions there was still little agreement on whether their use should be discontinued or not. Finally by strength of majority rather than consensus, the medical staff of the Centre decided that restraints of any type would no longer be ordered. Psychiatric opinion on the matter remained divided, as it has in many other centres.
The authors decided to conduct a survey to determine what the prevailing practice was throughout Canada. The last similar survey as far as can be determined, took place in 1885 and was carried out by Daniel Hack Tuke (34) . Our work was concerned solely with the use of mechanical restraints while Tuke's work encompassed a much wider area. He personally visited numerous institutions in the United States (26) and Canada (12) . However he also relied heavily on reports received from superintendents of asylums and on statistics already in existence.
Tuke's report appears in the form of a narrative in which he gives an extensive account of various aspects of the living conditions in institutions and the management of the 'insane'. Despite the much broader scope of his work (37) he gives prominence to the question of mechanical restraints, which enables comparisons to be drawn (Tables IV and V) .
This study was not intended to examine the use of mechanical restraints as opposed to other forms of control, for example, chemical restraints; in our view, this was not the primary issue. Our research concentrated primarily on the use of mechanical restraints in the management of disturbed or violent patients and to a lesser extent on their use in the management of the elderly and confused. For the purposes of the survey, mechanical restraints were defined as: "The limitation of the mobility of the patient by mechanical devices". This was in order to make a distinction between the use of an artificial device to restrain the patient and the act of holding the patient manually.
This definition was almost identical to that used by Isaac Ray in 1844, when, together with Rush and other members of the Association of Medical Superintendents, he spoke out in favour of the retention of mechanical restraints. In their very first resolution they declared: "Resolved that it is the unanimous sense of this convention that the attempt to abandon entirely the use of all means of personal restraints is not sanctioned by the true interest of the insane" (4, 16) .
Method
The survey was conducted by means of a questionnaire sent to 370 psychiatric facilities throughout Canada. The questionnaire was composed of two sections, a preliminary section aimed at identifying the type of facility, bed capacity and number of psychogeriatric patients if any; and a section composed of twelve questions aimed at clarifying different aspects of the use of mechanical restraints.
The first question differentiated users from non-users. Questions 2 to 10 sought information on the use of various aspects of restraints; types of restraints used, reasons for their use, methods of recording, extent of observation of patients in restraints, staff training in preventive measures as well as in the proper and safe use of restraints and alternative forms of control.
Questions II and 12 were to be answered by non-users of restraints. These facilities were asked If there was a formal policy forbidding their use and what alternatives were used to control violent and disturbed behaviour.
The questionnaire together with a covering letter explaining the purpose of the study was mailed in both French and English.
Results
In view of the amount of data collected we are reporting the results obtained from "user" facilities only. The responses from "non-user" facilities will be discussed in another paper.
The results are limited to the three major types of responding facilities: psychiatric units of general hospitals, psychiatric hospitals and mental retardation centres representing 83 .0% of all responses (Table I) . There was no significant difference between the ratios of users to non-users of mechanical restraints among the three major categories of facilities (Table II) .
Medical orders on a p.r.n. basis or directly prior to such use were required in approximately two-thirds of all types of facilities. The remaining one-third allowed their use to be at the discretion of the staff (Table III) .
The main types of restraints are shown in descending order of frequency of use (Table  IV) . Posey belts or shirts, isolation rooms and straps were the three most commonly used methods, with only a slight variation in frequency. Strait jackets and sheets were also employed but to a lesser extent. Three psychiatric hospitals and one retardation centre used wet or dry packs and one of the latter also used hydrotherapy. Other types of restraints included abdominal belts, used in general hospital psychiatric units; while restraining jackets and vests, geriatric chairs with fixed or lock-down food trays, cuff, mitts and cribs were used by both psychiatric hospitals and mental retardation centres. One of the former used "paired-cuffing", 36.29% of the 11,473 patients in these ble variation in the frequency with which the different types were employed. One institution used only two forms of restraint while others used all types.
The reasons for applying restraints are given in Table VI . The category of "other" reasons included: prevention of self-abuse, acting out, self-mutilation, elopement and suicide; and for behaviour modification management of markedly confused and/or aggressive intoxicated patients.
The differences between the three types of facilities in the area of constant observation and observation of patients at intervals of 15 minutes or less, were not statistically significant (Table VII) . Table VIII shows the frequency of use of mechanical restraints per month. Because it was not possible to correlate the frequency of uses with the number of beds per facility, statistical comparison of these findings could not be carried out. There was no significant difference between the three categories in recording the use of restraints in the patient's file. Completion of an "incident form", mandatory multi-disciplinary reviews following each use, and a periodic overall review of the use of restraints were all measures used significantly less by general hospital psychiatric units (Table IX) .
With regard to staff training in the use of restraints, the facilities did not differ significantly. However, psychiatric hospitals provided significantly more training in selfdefense techniques than the other two types of facilities, and both psychiatric hospitals and mental retardation centres did significantly more training in physical holding methods than general hospital psychiatric units (Table X) .
There was no significant difference between all three types of facilities in other areas of training and preventive measures. Virtually all facilities trained staff in "talking down" techniques, in recognition of signals of impending violence and in prompt response to problems (Table XI) .
Lastly, with regard to the existence of a policy dealing with mechanical restraints, it was found that a significant majority of facilities, both users and non-users, lacked such a policy (Table XII) .
Discussion
The vast majority of facilities within the three major categories use mechanical restraints, with psychiatric hospitals topping the list. However, despite a much higher ratio of psychogeriatric beds in these facilities, they too cited control of violent behaviour as the main reason for the use of restraints. Thus the findings of the questionnaire underline the primary issue, that is, the use versus the non-use of mechanical restraints in the control of violent behaviour. The use of restraints in secondary situations, for example, with infirm and unsteady patients, cannot be dismissed as an unimportant dimension of the problem (13) . Whatever the rationalization for the use of mechanical restraints may be, a central issue is the inevitability of their abuse. The use of restraints to arbitrarily and drastically interrupt episodes of violent behaviour without examining their causes may reflect problems in staff attitudes and morale (28, 35) . Restraints are so immediately effective that habituation to their use to control a violent episode, or for protecting an unsteady patient, tends to divert staff from exploring preventive measures and equally effective alternatives, such as chemotherapy which permits a degree of control in keeping with the intensity of the disturbed behaviour.
Even more serious is the finding that a high percentage of user facilities allow the practice to continue in the absence of any guidelines. Where guidelines exist they address the question of restraints, only within the broader context of the overall management of violent or disturbed behaviour (7, 9, 20, 23, 33, 36) . This had led to a neglect of the basic issues surrounding the use of restraints, that is, whether there is ever any place for their use and if so, that guidelines, relating specifically to their use, should be available. Our results indicate that the majority of facilities in fact have no policy governing the use or non-use of restraints. Without such a policy it is then not surprising that guidelines were found to be non-existent or poorly defined.
Arriving at a policy decision in this regard is no mean task and certainly not one which can be made in haste, nor in a vacuum, with one discipline formulating the policy and expecting others to implement it (1) . A policy to allow restraints to be used carries with it massive implications. The impact of such a practice on staff and patients must be considered. Staff may be shocked by the procedure, or see its purpose as a punitive measure (5, 31) . Unfortunately it is sometimes used as such, and patients may suffer lasting emotional and physical trauma. These latter effects are supported by human studies and animal experiments (4, 6, 26, 39, 41, 42) .
Serious consideration must also be given to the view held by many psychiatrists that restraints have no place in modem psychiatric facilities. In the course of their exposure to episodes of violence they have gained experience in the use of effective alternatives (31, 40) . These include talking-down techniques, proper use of chemotherapeutic agents, therapeutic confrontation, methods of manually controlling the violent patient, and not least, the understanding and prevention of violent behaviour (15, 21, 24, 29, 32) .
Educational commitments must be made and carried out if a policy to use restraints is to be adopted. All too often experience in their use is gained, mainly through exposure, with virtually no didactic instruction (29, 30) . We found that the majority of facilities carry out some form of staff training but it is unclear whether this is part of a formally organized educational program or simply an aspect of training on the job.
Another important issue is that today, more than ever before, the rights of the patient have become of major concern from both the legal and ethical points of view (22) . Psychiatric practice is coming increasingly under public scrutiny and it is no longer possible to ignore the rights or wrongs of restraining an individual under our care. In this regard psychiatric facilities of all types must be responsive to the demands of the time.
If a decision to use restraints is made, the next arduous task is the setting of guidelines: defining clearly the conditions under which restraints are permissible, techniques of safe application, and the procedures for observing patients to whom they are applied, as well as the recording and reviewing of such incidents whenever they occur.
Most guidelines that are reported in the literature, and these are not many, set out clearly the steps to be taken in dealing with violent or disturbed behaviour (3, 7, 9, 20, 23, 27, 33, 36) . The survey demonstrated that few of the user facilities have any guidelines and where they do exist they are often neither comprehensive nor specific. They also showed marked difference in procedure; for example, the extent of direct observation varied markedly between facilities; some use constant observation, others frequent periodic observation. We believe that constant observation is preferable (3). It has the advantage of allowing one member of the staff to remain with the patient for a significant length of time, enabling them to establish rapport and a constructive relationship. Furthermore, with this type of provision, restraints can never become substitutes for human contact and there will be less tendency to use them to avoid such contact. This is especially likely in the case of the old and infirm who can be "tucked away" in restraints, out of sight and out of mind.
Other forms of observation have several disadvantages. Usually a number of staff each look in on the patient periodically; this leads to a break in continuity of care, to fragmented reporting, to difficulties in establishing a comprehensive picture of the situation and makes the development of rapport with the patient difficult. Constant observation provides a built-in precaution against abuses.
Today's restraints are merely modified versions of gadgets used in the past. Innovation and ingenuity seem to have bypassed this area. The literature is virtually silent on the rationale for the use of one type of restraint as opposed to another. In our study we did not ascertain why the types of restraints most commonly used had been selected in preference to others. Hydrotherapy and wet or dry packs are still being used today by some facilities. Originally such methods may have been intended as a form of therapy (17) but their value as such has long since been repudiated. We chose to consider them as forms of restraints because they obviously fell within the definition used in the study.
Partly because of the study design some questions remain unanswered; such as the length of time patients are kept in restraints, and the relationship between staffing patterns and the frequency with which restraints are used. Answers to these and other questions will require further study.
Conclusion
The results of this study serve to demonstrate the prevailing practices in Canada. More importantly they highlight some critical issues surrounding the use of mechanical restraints, especially since it is still such a widely utilized method of control. Explicit policies on the basic issue of whether their use in a facility is permitted or not appear to be lacking, and guidelines are often non-existent or poorly formulated. By and large the majority of facilities appear to have fallen into a pattern of practice without having given much thought to the question, despite its sensitive and contentious nature.
We have attempted to shed light on the question of whether mechanical restraints still have a place in today's psychiatric institutions, and in particular their role in the control and management of disturbed behaviour. Many important questions have been raised around this issue which require much thought and study if they are to 'be resolved in an enlightened manner.
Twenty centuries ago, when talking about the insane, Cornelius Celsus stated "when he the patient has said or done anything wrong he must be chastised by hunger, chains or fetters ... " Celsus was simply reflecting the thinking of his time. Are we satisfied that we are reflecting the thinking of our time?
Summary
The use of mechanical restraints for the management of disturbed or violent psychiatric patients continues to be a controversial issue.
A survey of their use was carried out by means of a questionnaire sent to 370 psychiatric facilities in Canada to which there was a 62.2% response. General hospital psychiatric units, psychiatric hospitals and mental retardation centres accounted for 83.0% (191) of the returns and were the only facilities analyzed.
The study showed that the vast majority still use mechanical restraints. The types of restraints in order of frequency of use included posey belts or shirts, isolation room, straps, sheets, strait jackets, wet or dry packs, hydrotherapy, and others. Violent behaviour is the main reason for which restraints are used. Medical orders, record- June, 1978 MECHANICAL RESTRAINTS IN DISTURBED BEHAVIOUR 217 ing procedures and staff training in techniques of managing disturbed behaviour are reviewed.
An important finding is the significant majority of facilities that have no stated policy permitting or forbidding the use of restraints.
The findings are briefly related to Tuke's work in 1882 pointing to similarities in practice.
Finally, the authors emphasize the need to deal with this contentious issue in an enlightened manner reflecting modem day demands.
Resume L'emploi de contentions mecaniques pour controler des patients psychiatriques violents ou agites continue a etre controverse.
On a enquete sur ce sujet en expediant un questionnaire a 370 etabl issernents psychiatriques au Canada lesquels ont repondu dans une proportion de 62.2%. 83% (191) des reponses provinrent des unites psychiatriques d'hopitaux generaux , d'hopitaux psychiatriques, ainsi que de centres pour les arrieres mentaux et ces questionnaires furent les seuls analyses. L'etude montre que la vaste majorite de ces etablissements emploie encore les contentions mecaniques, Par ordre de frequence d'utilisation, on retrouve les ceintures ou les chemises, la chambre d'isolement, les courroies, les draps, la camisole de force, les enveloppements humides ou sees, l'hydrotherapie ou autres techniques. La raison principale invoquee pour leur usage est le comportement violent. On passe en revue les ordonnances medicales, les procedures d'enregistrement au dossier et la formation du personnel s' occupant des patients agites.
La decouverte la plus importante est qu'une majorite significative des etablissements n'a pas de politiques etablies permettant ou defendant I'usage des contentions.
On dresse un bref parallele avec le travail de Tuke en 1882 qui soulignait des pratiques semblables.
Finalement, les auteurs insistent sur le besoin de traiter cette question litigieuse d'une facon eclairee refletant les exigences des temps modemes.
